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Submission to the New South Wales (NSW) Inquiry into Birth Trauma 

This is a joint submission from the Australian Midwifery and Maternity Alliance and Transforming Maternity 
Care Collaborative. 
 
The Australian Midwifery and Maternity Alliance (AMMA) is a national group of midwifery academics, 
researchers, clinicians, and maternity consumers focused on improving universal primary maternity care for 
Australian women and their families. Our work aims to strategically enable evidence informed policy and 
practice resulting in high quality, maternity services. 
 
Transforming Maternity Care Collaborative (TMCC) is an Australian based, international collaboration of 
maternity related practitioners, researchers, educators, policy makers, maternity consumer groups, and 
community organisations. We share a common goal to support the reform of maternity services to provide 
universal access to a primary care model that is midwife-led in the community, accessible, and respects 
women’s choices. TMCC objectives include generating evidence about the benefits of midwifery continuity 
of care, fostering partnerships to implement maternity system reform, partnering with community-level 
agencies and groups to implement woman-centred care in their own communities. 
 
There is a significant body of evidence about birth trauma; much of it generated by Australian researchers 
within AMMA and/or TMCC including:  
• Professor Emeritus Debra K Creedy who first documented prevalence and contributing factors in the 

Australian context in 2000. 
• Dr Hazel Keedle and Professor Hannah Dahlen who demonstrated through the Birth Experience Study 

that the model of care women access has a direct impact on whether they experience a traumatic birth, 
and the level of obstetric violence and mistreatment they endure.  

• Professor Emeritus Jenny Gamble who developed and tested a counselling intervention to mitigate 
trauma symptoms following traumatic childbirth. 

• Dr Jocelyn Toohill who investigated fear of birth and relationship to traumatic childbirth. 
 
Our submission addresses the Select Committee’s Terms of Reference (ToR) A, B, E, F, H. Lettered headings 
throughout the submission aligns with the relevant ToR. The terms “birth trauma” and “obstetric violence” 
are used interchangeably. Our recommendations to the Select Committee are: 
 
1) Improve access to freestanding birth centres and publicly funded homebirth programs across NSW. 
2) Amend the Private Health Facilities 2017 (NSW) regulation to allow Birthing on Country facilities to be 

implemented across NSW. 
3) Develop education programs to assist both healthcare professionals and childbearing women to 

understand women’s right to bodily autonomy and informed choice in maternity care.   
4) Establish a Chief Midwife role in NSW, to prioritise, strategise, and lead the implementation of midwifery 

continuity of carer models.  
5) Resolve local barriers to private midwives obtaining hospital visiting rights in NSW. 
6) Fund a NSW public health campaign to inform women of the availability and benefits of midwifery 

continuity of carer. 
7) Implement bundled funding for maternity care to reduce fragmentation, duplication, unnecessary 

intervention, and over-servicing. 
8) Mandate health services to monitor and report on informed consent processes and compliance in relation 

to procedures in labour and birth to ensure choice and protect women’s human rights.  
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A) The experience and prevalence of birth trauma  
 
Birth trauma refers to psychological injuries that occur during childbirth. One-third of birthing women 
report birth as traumatic.1 The prevalence of traumatic childbirth has been consistent over the last 20+ 
years.2-4 Women who have been exposed to obstetric violence experience emotional distress due to lack of 
control, lack of support, and lack of communication.5 Negative healthcare provider interactions create 
feelings of powerlessness and loss of control which contributes to experiencing birth as traumatic.6  
 
Traumatic birth can lead to poor and declining mental health postpartum. Postpartum mental health 
disorders associated with traumatic birth include acute post-traumatic stress and post-traumatic stress 
disorder involving feelings of guilt, shame, anger, negative alteration in mood and cognition, an altered sense 
of self, feelings of helplessness and dread for the future.7 Mother-child bonding and difficulties in the spousal 
relationship are commonly reported. The negative impact on mother-infant bond disrupts infant mental, 
emotional, and social developmental.6,8 Severe cases of birth trauma can lead to maternal suicidal ideation 
or maternal neonaticide.7 The experience of birth trauma can negatively influence women’s reproductive 
choices with some women avoiding future pregnancy or electing to give birth by caesarean section. Some 
women choose to freebirth which means they give birth without the presence of any health professional.9  
 

B) Causes and factors contributing to birth trauma  
Birth trauma is a multifaceted and complex issue, its causes are often interconnected and predominately 
stems from obstetric violence. Obstetric violence refers to harm inflicted during the childbearing 
experience that arises from the normalised abusive actions of healthcare providers.10 
 
B1. Overuse of obstetric intervention and the medicalisation of childbirth  
Birth trauma is related to obstetric interventions.3,4,11 In NSW the caesarean section rate is 37.6%, and the 
induction of labour rate is 35.5%.12 These rates are at an all-time high without concomitant improvement 
in maternal or newborn outcomes. Over the last decade, the episiotomy rate (a cut to the vaginal opening) 
has almost doubled with 1 in 4 women in NSW experiencing this intervention.12 Unnecessary and overused 
medical interventions have been normalised. The Editor of The Lancet (2018) describes the unprecedented 
and unjustified rise in caesarean section rates as an “epidemic”.13 
 
B2. Normalising of abusive care 
Normalised abuse in maternity care is common – it is a global problem14 – including in Australia.1 It 
manifests as unconsented interventions, coercion to accept interventions, disrespect (e.g., dismissing and 
disregarding needs and preferences, bossing and bullying, and infantilising), physical abuse and assault.15 
Midwifery students report having to collude in obstetric violence such as forcing women’s legs open for 
unconsented vaginal examinations and episiotomies which may be framed as “simply part of the 
training”.16  
 
B3. Well women are routinely hospitalised for labour and birth 
In NSW in 2021 only 0.3% of women had a homebirth and only 2.9% gave birth in a birth centre.12 While 
choice of birth setting is at the heart of woman-centred care, most women in NSW do not have a choice. 
There are approximately six publicly funded homebirth programs statewide, and limited places available in 
birth centres. Unmet consumer demand for choice of birth place is evidenced by lengthy waitlists for both 
options. 
 
Homebirth 
Quality evidence shows homebirth to be a safe and preferrable option to hospital birth for well mothers 
and babies, who experience fewer complications and interventions compared to birth in hospital. In high-
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income countries, for selected women at low risk of perinatal complications, planned homebirth at onset 
of labour is associated with:  

• similar or better outcomes for mothers and babies17-20  
• higher levels of childbirth satisfaction21 
• fewer iatrogenic events related to overuse of medical interventions17,19,20 

Table 1 presents maternal outcomes from the 2021 meta-analysis of planned homebirth at onset of labour 
compared to planned hospital birth conducted by Safer Care Victoria.22  

Table 1. Maternal outcomes of planned homebirth compared to planned hospital birth 

Outcome No. 
studies 

Risk 
ratio 

95% CI Risk 
ratio 

95% CI Interpretation 

 Nulliparous women Multiparous women  

Unassisted vaginal birth 5 1.13 1.03 to 1.24 1.04 0.98 to 1.10 More likely for nulliparous 
women who plan homebirth 

Instrumental birth 4 0.63 0.47 to 0.86 0.34 0.16 to 0.74 Less likely for women who plan 
homebirth 

Unplanned caesarean 5 0.72 0.53 to 0.99 0.30 0.13 to 0.66 Less likely for women who plan 
homebirth 

Severe perineal trauma 5 1.08 0.57 to 2.04 0.62 0.50 to 0.76 Less likely for multiparous 
women who plan homebirth 

Manual removal of the 
placenta 

2 0.97 0.89 to 1.06 0.50 0.27 to 0.95 Less likely for multiparous 
women who plan homebirth 

Postpartum haemorrhage 
>=500 mL 

2 0.68 0.51 to 0.91 0.43 0.19 to 0.95 Less likely for women who plan 
homebirth 

Postpartum haemorrhage 
>=1000 mL 

4 1.00 0.93 to 1.08 0.54 0.48 to 0.62 Less likely for multiparous 
women who plan homebirth 

 
Homebirth reduces the risk that well mothers and babies will experience birth trauma from unnecessary 
medical intervention and associated complications. 
 
Freestanding birth centres 
A Level 2 maternity service (freestanding birth centre) provides midwifery care to low risk women and 
babies, with seamless transfer procedures to access higher level medical services if required.23 There is 
strong empirical evidence from Australia, England, and New Zealand that birth centres provide safe and 
beneficial perinatal care for women classified as low-risk,24-26 including in rural and very remote areas.27-32 

Conversely, women who plan to give birth in a tertiary maternity hospital are more likely to suffer physical 
harm including episiotomy and caesarean section, than those who plan to give birth in a birth centre.33 
Freestanding birth centre care reduces the risk the well mother and babies will experience birth trauma 
from unnecessary medical intervention and associated complications. 
 

Recommendation 1: Improve access to freestanding birth centres and publicly funded homebirth 
programs across NSW. 
 
B4. Birthing on Country facilities for First Nations women are obstructed by NSW law 
The Birth Experience Study reported that Aboriginal and/or Torres Strait Islander women have some of the 
highest rates of birth trauma at 37% compared to 28% for all women; furthermore, 1 in 6 First Nations 
women say they have experienced OV compared to 1 in 10 women overall.34  
 
Birthing on Country  
First Nations women and their babies in NSW have limited access to Birthing on Country (BoC). Birthing on 
Country is a metaphor for best start to life – it provides cultural safety, is holistic and respectful.35 Birthing 
on Country models are designed so that First Nations women and families experience high level of social and 
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emotional wellbeing during their childbearing experience, and their babies are born healthy and strong.36 
Gold standard Birthing on Country models include midwifery continuity of care, cultural support provided by 
a First Nations health worker, integrated trauma-informed services, and a First Nations governed birth centre 
for women at low risk of complications.37 In NSW, only one birth centre facility is planned in Nowra, by 
Waminda South Coast Women’s Health and Wellbeing Aboriginal Corporation. Significantly, only one is 
possible - due to structural barriers embedded in Private Health Facilities Regulation 2017 (NSW)38 which 
states that the Level 2 maternity facility providing intrapartum care must have: 
 

“38. Normal risk pregnancies  
(a) obstetricians, anaesthetists, and a paediatrician on call at all times  
(b) a medical practitioner at the facility at all times”38   

  
This requirement directly contradicts the National Clinical Capability Framework23 which recommends lower 
capability services transfer to higher capability services to access medical practitioners and that they are not 
required to be on-call or on-site at the birth centre. While the Private Health Facilities Amendment (Birthing 
on Country Demonstration Facilities) Regulation 2023 (NSW)39 allows for one facility to be exempt from these 
requirements, the 2017 Regulation acts as a barrier to any other BoC facility in NSW meeting private licensing 
standards and therefore limits First Nations women’s access to a culturally and clinically safe model of care.  
 
Recommendation 2: Amend the Private Health Facilities 2017 (NSW) regulation to allow Birthing on 
Country facilities to be implemented across NSW. 
 

E) The role and importance of “informed choice” in maternity care 
 
Bodily autonomy and informed choice are fundamental human rights40 reflected in the Australian Charter 
of Health Care Rights41. The importance of informed choice and consent is reflected in Professional Codes 
of Conduct and the National Safety and Quality Health Service Standards, linked with legislation and best 
practice.  Recognition of the right to bodily autonomy underpins the informed choice and consent process 
in healthcare.   
 
Women have the right to make free and uncoerced decisions about their body and health at any time 
(including during pregnancy). Women have a right to be informed of the risks, benefits, and alternatives to 
any proposed treatment or procedure, and to then agree to or decline a recommend plan of care. 
“Informed choice” as the name implies, must include both elements of “informed” and “choice”. A 2023 
survey of Australian midwifery students reports that consent during labour and birth is often invalid due to 
lack of disclosure of risks and alternatives.42 If women are not informed with the best available evidence in 
a way that is unbiased, and if they are not made aware of the limitations of the evidence (quality and 
possible longer-term implications of a procedure for example), then their decisions will not be informed. If 
alternative management plans are not canvassed, if women’s values, concerns, and opinions are not 
elicited, if women are coerced to consent, or informed that they have a right to decline care then there it is 
not “choice” but acquiescence to a plan or procedure that has been decided for them.  Informed choice is a 
condition of consent.  
 
The power dynamics, vulnerability of women in need of maternity care, the misogynist attitudes and lack 
of respect for women, that permeate maternity settings and create the “norms” in which healthcare 
professionals operate, make it almost impossible for women to engage in genuine informed decision 
making 43. Indeed, coercion is ubiquitous in our maternity services. When women's birth intentions do not 
align with clinicians preferences, a range of strategies may be used to convince the woman to accept 
recommended care.44 Strategies include “playing the dead baby card”; where healthcare professionals 
overstate the risk to a woman and or her baby, often misrepresenting the evidence in order to secure 
agreement to a procedure, “cherry picking” evidence that aligns with the healthcare professional’s view, 
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threats to withdraw care if the woman does not agree to a procedure,  and threats to involve child 
protection services if a woman does not agree to an unwanted procedure for herself or her baby.44,45   
 
Women’s right to bodily autonomy is routinely ignored as it is the healthcare provider who most often 
decides in which circumstance, informed choice or consent is needed. A 2023 Australian survey of 
midwifery students reports that obstetric interventions are commonly presented as ‘’routine care” which 
undermines women’s choices in favour of provider preferences.42 Written consent is often reserved for 
operative procedures such as caesarean section while many women report lack of choice or consent for 
vaginal examinations or episiotomies.  
 
Many choices in maternity care are not time critical and can be revisited over many weeks and months 
with an informed decision emerging within the context of a trusting and respectful relationship between 
the childbearing woman and healthcare professional.46 For most decisions, informed choice is a process 
not a one-off event.47 In emergency situations a skilled healthcare professional can assist women to make 
informed decisions and retain a sense of bodily autonomy and control.  
 
Recommendation 3: Develop education programs to assist both healthcare professionals and 
childbearing women to understand women’s right to bodily autonomy and informed choice in maternity 
care.   
 

F) Barriers to the provision of "continuity of care" in maternity care 
Midwifery continuity of care (also known as midwifery group practice, continuity of midwifery carer or 
caseload midwifery care) provides continuous care led by the same midwife from the first booking visit in 
pregnancy to labour and, birth and the early postpartum period; in collaboration with other care providers 
as clinically indicated. Midwifery continuity of care facilitates a close and trusted relationship between a 
woman and her midwife and contributes to greater engagement in maternity care.48 A systematic review 
and meta-analysis of 15 randomised controlled trials including >17,000 women demonstrates midwife 
continuity of care saves lives, reduces morbidity and enhances the health of women and babies compared 
with other models of care.49 Despite the compelling evidence, roll out and scale up of these models has 
been slow and inconsistent across and within jurisdictions. Nationally only 15% of women are provided 
with midwifery continuity of care.50  
 
F1. Nurses have decision-making authority over midwifery  
National Law specifies that midwifery is a distinct and separate profession from nursing (i.e., it is not a 
speciality of nursing), yet senior managers of midwives are usually nurses. 
  
Consequently, at the Commonwealth and State Levels of Government, midwives are structurally restricted 
from making decisions about midwifery workforce, regulation, and education issues. Instead, the 
governance structure privileges the role of Chief Nurse to make decisions about midwifery. This limits 
midwives’ ability to drive evidence-based practice, and in particular, to improve women’s access to 
midwifery continuity of care models. The implementing midwifery continuity of midwifery care has 
predominantly driven by local midwifery leadership, which makes it fragile and reduces scale up 
opportunities. 
 
Recently (2023) the Midwifery Advisory Group of the Council of Deans of Nursing and Midwifery (ANZ) 
published a Position Paper: The future of the midwifery workforce in Australia recommended: The 
Australian, State and Territory Governments should each appoint a Chief Midwife.51 Midwifery leadership is 
critical to successful and sustainable implementation of midwifery continuity of care models. Midwifery 
leadership would be a key driver to have midwifery continuity of care reflected in policy with a strategy 
and a plan for implementation.   
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Recommendation 4: Establish a Chief Midwife role in NSW, to prioritise, strategise, and lead the 
implementation of midwifery continuity of carer models.  
 
 
F2. Private midwifery practice is cumbersome in New South Wales 
Privately practising midwife (PPMs) providing midwifery continuity of care achieved the lowest rates of 
birth trauma of any of the models during the COVID-19 pandemic.34 Together, midwifery group practice 
and private midwifery practice achieved the highest continuity, lowest birth trauma rates, lowest rates of 
birth intervention, and highest level of sustained postnatal care.34 Despite this, there continues to be lack 
of support for PPMs in NSW.  There is only one maternity facility in NSW that provides visiting access for 
PPMs. The barrier is misalignment between local policies across local health districts, and legislation which 
supports private midwifery practice. The highly skilled, endorsed, and motivated workforce of PPMs, 
providing midwifery continuity of care, remain under-utilised.  
 
Recommendation 5: Resolve local barriers to private midwives obtaining hospital visiting rights. 
 
 
F3. Most women are unaware of midwifery continuity of carer and don’t know to ask for it 
Women provided with fragmented and medicalised care consistently report that their experience of care 
across pregnancy, labour, and birth and in the early days of mothering was dehumanising.1 Women 
receiving relationship-based midwifery continuity of care report greater levels of emotional safety, 
support, and empowerment through improved health literacy and trust that their midwife will respect and 
advocate for their decisions.52 A 2023 integrative review concludes that some women perceive they have 
no choice in the model of care they are allocated, while others recall they were not provided with 
information about all available models of care.53 Few women are offered the option of midwifery 
continuity of midwifery care, or to know to ask for it. 
 
Recommendation 6: Fund a NSW public health campaign to inform women of the availability and 
benefits of midwifery continuity of carer. 
 
 
F4. Activity based funding models incentivise intervention  
Most maternity care funding is activity based meaning the more episodes of care provided the more 
funding the health services receives.  Complex care such as caesarean section and longer than average 
postnatal inpatient stay costs more, and therefore attract greater funding, than normal birth with a shorter 
postnatal inpatient stay.  This system provides financial incentive to prioritise service volume over 
consumer outcomes and disincentivises approaches to care that are cost-effective, such as midwifery 
continuity of care. Midwifery continuity of carer models deliver cost savings of up to 22% for health 
services alongside contributing to significantly better outcomes.54  This cost saving is largely due to lower 
rates of intervention, operative birth, and inpatient stays.54,55 
 
Bundled funding is used in other countries that provide greater access to midwifery continuity of carer 
(e.g., New Zealand). In these models, services are provided a single payment which covers all the care 
provided to a woman throughout pregnancy, intrapartum, and postnatally. In this way, bundled funding 
provides costs savings for services who provide care most efficiently, rather than rewarding those who 
deliver the most episodes and highest-cost procedures. Evidence suggest that bundled payments lead to 
increased coordination of care, enhanced quality of care and less fragmentation across the health 
system.56 
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Recommendation 7: Implement bundled funding for maternity care to reduce fragmentation, 
duplication, unnecessary intervention, and over-servicing. 
 

H) Whether current legal and regulatory settings are sufficient to protect women 
from experiencing birth trauma 
 
There is no legal service for obstetric violence, and there is no law against it. There are anecdotal case 
reports that the police have no interest in investigating, or recording, any complain of assault in the 
context of maternity care provision. Similarly, the Health Care Complaints Commission refuses to 
investigate complaints around mistreatment unless there is long term harm (e.g., women reporting a non-
consented vaginal/anal exam are not provided with any recourse). 
 
Current maternity indicators do not adequately measure outcomes from a woman’s perspective. 
Additionally, they do not ascertain women’s experiences of their maternity episode and how this may 
impact their physical, emotional, and parenting abilities. Informed consent is required for all medical 
interventions, tests and procedures in pregnancy and birth in Australia, however there are no national 
guidelines or frameworks that delineate the level of consent (implied, oral, or written) required for 
different interventions during pregnancy, birth and postpartum. NSW Health has published a one-page 
document to guide clinicians regarding informed consent, however, fail to stipulate what procedures 
require written versus oral versus implied consent.57 The Australian Commission on Safety and Quality in 
Health Care state that all hospitals are required to have informed consent processes in alignment with 
Standard two, partnering with consumers.58 Despite this broad recommendation, there is minimal 
guidance on how this is applied and monitored in pregnancy and labour. For example, although written 
informed consent is required for operative births in theatre (e.g., for caesarean section), there is no 
guidance on what procedures require written informed consent in the context of antenatal and 
intrapartum care. Furthermore, there is no requirement for hospitals to monitor and report on informed 
consent within the context of labour and birth. National consensus and clear regulations are therefore 
required to ensure that informed consent, whereby the woman understands the benefits and risks of the 
procedure, is obtained prior to any procedure in the context of birth (excluding life-threating situations 
such as massive obstetric haemorrhage).  
 
Recommendation 8: Mandate health services to monitor and report on informed consent processes and 
compliance in relation to procedures in labour and birth to ensure choice and protect women’s human 
rights. 
 
In summary, effectively addressing birth trauma will have short, medium, and long-term benefits for 
women, their babies, and families. Although the Select Committee Inquiry into Birth Trauma is rightly 
largely focussed on the needs of women and their families, the health sector will also benefit by addressing 
birth trauma in terms of cost savings and retaining midwives. 
 
We have made 8 recommendations. However, recommendations 1,2,4 and 5, all relate to scaling up of 
midwifery continuity of care. Recommendation 6 is focussed on ensuring women know of the benefits of 
this model compared to other models of care. 
 
Increasing access to midwifery continuity of care has been recommended as a complex intervention to 
address current failures in maternity care.59 Providing universal access for women to midwifery continuity 
of care would align maternity care with the best evidence, humanise birth and provide the platform for 
trauma-informed care.  

15 August 2023  
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